It provides an adequate surgical approach to the kidney and its pedicle, without preliminary dislocation; in difficult cases the pedicle can therefore be tied and the kidney, together with its fatty capsule, can be removed with comparative ease. Adhesions between the kidney and the diaphragm can be separated under proper visual control. It is retroperitoneal, but can, if necessary, be made transperitoneal. It divides no nerves and leaves a strong abdominal wall. Although the incision is comparatively long, its upper quarter or third is thoracic.
Its feasibility depends upon the following anatomical facts: The lowest limit of the pleura at the level of the eleventh rib is 5 cm. from its tip. The renal pedicle is situated at the level of the upper third of this incision. If, therefore, the lower end of the eleventh rib is resected, it is possible to open up the tenth intercostal space and come down directly on to the kidney and its pedicle.
The patient is laid on the table on his side, with a long sandbag behind the spine. An incision about 8 in. long begins above, along the line of the eleventh rib, it comes downwards and forwards on to the abdominal wall in the line of the external oblique, and its lower end is continued slightly downwards and outwards in the direction of the anterior superior spine. The incision lays bare the lower end of the eleventh rib and in the same line the external and internal oblique muscles are divided as far downwards as is necessary. These muscles are attached to the lower end of the rib and their attachments are not at present disturbed. The rib at the upper part of the incision is denuded of periosteum as far downward as its costal cartilage and muscular attachments; it is then divided with a pair of rib shears, and picked up with forceps, and the muscular attachments to the tip and costal cartilage are divided close to the rib with a knife. The transversalis muscle and the diaphragm interdigitate on the deep surface of the rib, and when the rib has been removed a gap appears between them. It is important to divide the internal oblique muscle in the first steps of the incision, otherwise this gap does not always clearly appear; its floor is formed by the transversalis fascia. A finger or a director is placed between the transversalis fascia and the transversalis muscle and the latter is divided downwards. Above, the fibres of the diaphragm are split with the fingers or a gauze swab, and the pleura is pushed upwards. The incision therefore opens up the tenth intercostal space above and the abdominal wall below. The peritoneum is pushed inwards towards the middle line and held there by a broad retractor which also pulls the tenth rib medially. The patient is then pulled over slightly on to his back and the operation proceeds according to the indications found.
Adequate drainage can be obtained by a posterior stab incision below the twelfth rib; a thin drainage-tube in the lower angle of the wound is sometimes advisable.
It is wise to take special precaution to prevent infection of the upper end of the wound when the patient is turned backwards. To avoid injury to the pleura one must be careful to resect the eleventh and not the tenth rib, which is an easy mistake in obese patients; this, as a matter of fact, gives a better exposure but the pleura is opened in a large percentage of cases. This accident has happened to me on three occasions. Once there was complete collapse of the lung on that side; convalescence was, however, uneventful and there were no anaesthetic difficulties. On two other occasions a slight tear was made which was quickly blocked with a finger and se'wn up. RICHES, M.S. From a man, aged 75, who had attacks of painful hsematuria for more than five years.
The prostate was enlarged and the orifice of a divetticulum could be seen high up on the left side of the bladder. A skiagram showed a circumscribed collection
